can be found online on the World Wide Web at:
Once the tissue was lassoed with the snare, a blended current was applied. While current was being applied, the snare was further tightened with the handgrip and slowly advanced through the tissue into the catheter. The current first caused coagulation of the tissue, then cutting of it as the snare was closed. With proper technique, cutting was performed by the electric current, not the mechanical act of advancing the wire through the tissue.24 If the tissue was unusually firm or excessively dried out by the current, the snare may not cut through the tissue. In this instance, further increase in current was applied in a stepwise fashion until the snare was cut through the tissue. Completion of the cut was felt in the handgrip of the snare. The firmness was gone and complete retraction of the snare occurred.
The tissue cut off by the snare may show no change in location (appeared as though it had not been cut) although the base was severed. It may be dislodged, or it may rapidly leave the viewing field only to be found upon inspection in another part of the airway.
Alternately, the snare may slip over the tissue and not make a cut.
In such a situation, the operator usually could tell by the change in the feel of the handgrip and the endoscopist could usually observe the snare slip off the tissue. Often, a repeat attempt was successful.
Following severing of the tissue, removal of the tissue was accomplished in several fashions. A wire basket snare could be used to entrap the tumor particles for removal with scope and tissue simultaneously. Or, the patient may expectorate the plug of tissue after the scope was removed. This was usually only effective if the patient had good distal airway function to generate the air flow necessary to expel the tissue. With intubated patients, a large lesion may only be removed by extubation if they will not pass through the endotracheal tube. An alternate approach was to further section Eighteen months later, a second polyp developed on the inferior aspect of the tracheostomy site and intermittently blocked the tracheostomy tube. This was also removed successfully The second patient with a tracheal polyp is described below The patient with a lipoma had a large portion of tumor resected with the snare. Although residual tumor was thought to be present in the lingula, the patient refused surgery and reports at 36 months he is doing well. The patient with the leiomyoma also refused definitive surgical resection. He had laser treatments at the base of the originating site. He is being followed and doing well clinically two years after snare removal. The patient with endobronchial coccidioidomycosis had received chemotherapy for his prostate carcinoma and died after a progressive downhill course.
We have used the bipolar probe in one patient with a tracheal polyp. The patient was difficult to wean from a tracheostomy tube which was required for respiratory failure following open heart surgery A Endobronchial Electrocautery (Hooper, Jackson) polyp was found originating above the tracheostomy tube and obstructing 75 percent of the trachea lumen. After a portion was removed with the snare, the bipolar lead was used to further destroy the polyp. At initial follow-up, the lumen was restored to 95 percent patency The procedure was carried out at the bedside in the special care unit.
The use of electrocautery in patients with malignant disease was for palliation of airway obstruction with two exceptions. In two patients described above, electrocautery provided a diagnosis of the malignant tissue, and they were successfully treated with surgery They are free of disease at three years (adenocarcinoma) and two years (carcinosarcoma). The remaining eight patients were treated for palliation. Electrocautery was used as the sole agent in three patients previously reported. More recently, it has been used to assist in debulking endobronchial tumor masses in association with YAG laser therapy There have been no complications while utilizing the snare. No bleeding was noted in any of the snare procedures. The patient with an endobronchial coccidioidomycosis granuloma had had significant bleeding following a prior biopsy, but a lesion of 10 x 15 mm was removed in a single snare procedure without hemorrhage. Application of electrocautery probes resulted in two complications. The first was a limited endobronchial bleed which spontaneously ceased with no adverse patient problems. The second, a tracheal fire which occurred while using a cautery probe to destroy tissue, was in our previous report.' The complication. Fiberoptic bronchoscopes are not electrically grounded as are fiberoptic scopes for the gastrointestinal tract.4 The cautery current has the potential of travelling through the fiberscope and the endoscopist instead of the grounding plate when using unipolar electrodes. As a result, the bronchoscope operator may serve as the grounding electrode and be shocked by the current. Care should be taken to keep the wire snare and probe tips out of contact with the bronchoscope. We have not experienced any shock complications.
